
NEW FsoPE
CHILDREN'S CLINIC

MEDICAL CONSENT FORM

Patient’s Full Name: Goes by:
First Name Middle Name Last Name

Patient’s Sex: M_ F Date of Birth / / Social Security #

School Name: Not in School Elem___ Middle__ High __ College | Home__

Ethnicity: Please check ONE Race: Please check ONE
___Unknown ___ American Indian or Alaska Native ___ Asian
___ Hispanic or Latino ___ Black or African American ___ White
___NOT Hispanic or Latino ___Native Hawaiian or Other Pacific Islander ___Unknown

Parent/Guardian #1: Relationship to patient (circle one) Mother, Father, Other:
Last name: First name: MI: Sex: M/F

Street Address: City:
State: Zip: Email: Date of Birth:
Cell #: Home #: Work #:
Does patient live here full time? YES NO
If NO, please explain:

Parent/Guardian #2: Relationship to patient (circle one) Mother, Father, Other:
Last name: First name: MI: Sex: M/F
Street Address: City:
State: Zip: Email: Date of Birth:
Cell #: Home #: Work #:

For Non-Parents, we must have a copy of Court or DHR Documents granting custody/guardianship

Insurance Information:

We accept Medicaid, BCBS and Tricare Standard ONLY. WE CAN NOT SEE YOUR CHILD IF YOU HAVE

ANOTHER PRIMARY INSURANCE.

Medicaid #___ AlIKIDS #
BCBS# TRICARE #

Insured Person’s Name: Relationship to patient:
Insured is employed by: Insured’s Date of Birth:

Insured’s SS#

NOTICE: We require all of our patients to be fully vaccinated. Please see our detailed
Policy in this packet and on our Website.

I agree to vaccinate my child according to the American Academy of Pediatric’s recommended guidelines.
Please initial

NAME OF PHARMACY TO ePrescribe PRESCRIPTIONS:



Patient Name: DOB:

If your child is a student at NEW HOPE ELEMENTARY or HIGH SCHOOL, please check ONLY ONE:

My child may receive medical services at the New Hope Children’s Clinic without me being present. New Hope Children’s
Clinic clinical staff may see my child and will send a note home or will call to inform me of the visit. I give permission for
my child to be escorted from the school to the clinic and back by any Clinic staff member or volunteer. I give my consent to the
New Hope Children’s Clinic to administer medications as needed to my child. In the event this occurs, I will be notified.

My child may receive medical services at the New Hope Children’s Clinic, but I would like to be contacted first. YOUR
CHILD WILL NOT BE SEEN IF WE CANNOT REACH YOU) give my consent to the New Hope Children’s Clinic to administer
medications as needed to my child. In the event this occurs, I will be notified.

My child may receive medical services at the New Hope Children’s Clinic only if 1am present, unless it is an emergency. I
understand that unless it is an emergency, the New Hope Children’s Clinic clinical staff will not see my child. The school
office or school nurse will call me at home or at work in case of a medical emergency.

My child may NOT receive medical services from the New Hope Children’s Clinic.

If you have an answering machine or voice mail, may we leave detailed messages regarding
appointments, treatment and/or other information concerning your child’s healthcare at the New Hope
Children’s Clinic? Check One: YES NO

Authorized Care Givers (Other Than Parents)

The following people are authorized to discuss personal health information or bring my child to The New Hope
Children’s Clinic for evaluation and treatment, including immunizations:

Name DOB Relationship Phone #
Name DOB Relationship Phone #
Name DOB Relationship Phone #
Name DOB Relationship Phone #

I understand that all information in my child’s health record is confidential. I givemy consent for the New Hope Children’s Clinic staff to

speak with appropriate school personnel, including the school nurse, concerning my child’s school and health records, attendance, academic
performance and other information affecting his/her learning or behavior.

I authorize the New Hope Children’s Clinic to release information regarding treatment to doctors and third party payers (insurance

companies) for the purposes of obtaining authorization for services, for billing and/or for any reason in accordance with acceptable medical practice

pursuant to the law. I authorize payment to be made directly to the provider of services.

I UNDERSTAND THAT I AM RESPONSIBLE TO PAY, TO THE NEW HOPE CHILDREN’S
CLINIC, ALL INSURANCE CO-PAYS AND AGREE TO COMPLY WITH ALL NHCC POLICIES

AND NOTICES

Signature: Relationship to Patient: Date:

Patient’s Signature: Date:



SOCIAL HISTORY of Patient (Name ) DOB

Are patient’s parents: Married Unmarried Separated Divorced

Who has legal custody of patient:

Where does the Patient Live — List ALL addresses

#1
Address Who lives here Relation to Pt. Age How often is Pt. here

(hist All) Full Time or Part Time) how often

Type of drinking water in thishome: City: Wells
Is there tobacco use in this home: No Yes: _ (Smoking Vaping sd)
Are there guns in this home: No Yes: (How are they secured:
Is there violence inthishome: No Yes: Please explain:

#2
Address Who lives here Relation to Pt. Age How often is Pt. here

(List All) Full Time or Part Time) how often

Type of drinking water in thishome: City: = ss Well: _
Is there tobacco use in this home: No____ Yes: (Smoking Vaping )
Are there guns in this home: No Yes: _____ (How are they secured:
Is there violence in thishome: No _ Yes: Please explain:

#3
Addres Who lives here Relation to Pt, Age How often is Pt. here

(List AID Full Time or Part Time) how often

Type of drinking water in this home: City: _. Welk:
Is there tobacco use in this home: No__ Yes: ss (Smoking Vaping }
Are there guns in this home: No Yes: ____ (How are they secured:
Is there violence in thishome: No __ Yes: Please explain:



SOCIAL HISTORY of Patient (Name ) DOB:

Employment:

Mother’s Occupation: Employer:

Father’s Occupation: Employer:

Guardian’s Occupation: Employer

Child Care:

Parent(s):

Daycare: Name of Daycare:

Family Member: Name:

Relation to Patient:

Concerns:

Yes No
Aggressive Behavior

Alcohol Use

Drug Use

Peer Relationships

School Concerns

Sexual Activity

Teacher Relationships

Tobacco Use

Other:

Does your child have a best friend?

Sports and Exercise:

If your child is more than 4 years old, what types of sports or exercises does your child do?



Patient Name: DOB:

PATIENT MEDICAL HISTORY
Allergies:

Foods:

Medications:

insects:

Other:

ADHD:
Other learning problems:

Anemia

Asthma:

RSV (at what age?)
Wheezing

Autism

*Autoimmune Disorder: Specify:
*Birth Defect/Congenital Anomaly: Specify:
Bleeding or Clotting Problem: Specify:
Cancer: Specify Type:
Cystic Fibrosis
Diabetes

Eczema (Atopic Dermatitis)
Frequent constipation
Frequent diarrhea
Frequest bed wetting
Frequent ear infections
Frequent headaches
Frequent sore throats
Frequest stomach aches
Frequent urinary infections
*Genetic Disorder: Specify:

Hay Fever (Allergic Rhinitis)
Hearing Disorder
Heart Problems
Hepatitis
HIV Positive
*immune Disorder: Specify:
inflammatory Bowel Disease (Crohns/Ulcerative Colitis)
Kidney Disease
Low blood sugar level
Anxiety/Depression/etc. Specify:
Scoliosis

Seizures

Sickle Cell Disease
Surgeries:
Skin Problems
Thyroid Disorders
Tuberculosis
Vision Problems

Hospitalizations: Age(s): Reason(s):

Surgery History:
Does child see a Dentist?
















